A 33-year-old married man working as a teacher presented to the psychiatry outpatient department with chief complaints of episodes of inability to move his limbs at night while asleep since the past 6 years. The patient had all these episodes during his sleep at night and the event lasted 15 to 20 minutes whereby he was unable to move his limbs or turn in bed or even call for help, all of which he would desperately want to do each time but was unable to do so. He had panic disorder for many years and was on treatment. He thought that these episodes were nocturnal panic attacks. These episodes had him feeling extremely fearful and anxious. Even though things returned to normal in 20 to 25 minutes he would have anxiety for an hour after these episodes. He could very clearly hear his wife calling out and speaking to him but was never able to respond to her. The episodes would usually occur when he was about to get up from sleep at 5.30 am. He reported the first such episode 6 years ago but they progressed from one attack a month to weekly and then thrice weekly to each night at the time of presentation. He did not have other symptoms suggestive of narcolepsy and slept 6 to 7 hours a night. He described his sleep quality as fine but the episodes would cause him anxiety. He would have panic attacks once or twice a week during the day and was on Escitalopram 10 mg and Clonazepam 0.25 mg at night and when needed for the same. He had no issues with the panic attacks as he would consume a mouth-dissolving Clonazepam when they ensued and the attacks subsided in 5 minutes. He denied symptoms suggestive of other parasomnias and other major psychiatric disorders. No family history suggestive of the same existed. There was no history of any form of substance use ever by the patient. His general and systemic examination was within normal limits and on mental state examination he was absolutely normal. All routine blood tests done a month ago by the patient were normal. Using International Criteria of Sleep Disorders 5 we reached a diagnosis of chronic ISP over and above his existing panic disorder. We psychoeducated him and his wife about sleep paralysis and sleep hygiene. We increased the dose of Clonazepam to 0.5 mg at night and the dose of Escitalopram was increased to 20 mg. In 2 weeks he reported a stoppage of all symptoms and he is currently symptom free on the same dose of medication for 2 months. 
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We increased the dose of Clonazepam to 0.5 mg at night and the dose of Escitalopram was increased to 20 mg. In 2 weeks he reported a stoppage of all symptoms and he is currently symptom free on the same dose of medication for 2 months.
INTRODUCTION
Sleep paralysis is a condition characterized by a transient, generalized inability to move or speak, i.e., usually seen during the patient's transitions between sleep and wakefulness. 1 It is a symptom of narcolepsy and may be seen with excessive daytime sleepiness, cataplexy, and hypnagogic hallucinations as per the Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revision criteria. 2 Isolated sleep paralysis is a rapid eye movement sleep parasomnia and is a recurrent phenomenon. 3 Epidemiological data have reported the occurrence of ISP with anxiety disorders where it may mimic the symptoms of an anxiety disorder and thus may not be diagnosed. 4 We report here a case of a patient with recurrent ISP and panic disorder where the episodes of ISP were mistaken by the patient as nocturnal panic attacks and help was not sought for over 6 years.
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DISCUSSION
The patient had symptoms of recurrent ISP occurring in the absence of any symptoms of narcolepsy and also had panic disorder. The episodes in sleep paralysis are more likely to occur during awakening from sleep as in our case. 6 Hallucinatory experiences both in visual and auditory modes are common in ISP but our case had no such features. 7 Most cases reported that they are aware of other people present in the room and can hear their voices and other noises around, but usually complain of complete inability to move any part of their bodies including an inability to speak out as in our case. 8 Appropriately diagnosing a case of ISP is important for psychiatrists as the fright and anxiety reported by patients may mislead the clinician into diagnosing such patients with anxiety disorders or nocturnal panic attacks. 9 Selective serotonin reuptake inhibitors have been the mainstay for treating sleep paralysis and our case also responded to Escitalopram when the dose was increased.
10
Recurrent ISP is a rare disorder that may be easily misdiagnosed as some psychiatric disorder. It is important for psychiatrists to be aware of ISP as a diagnostic entity.
